IProceedings of the Royal Society of Medicine -16 fluoresced throughout their length. I had failed to diagnose the first case until a second child became infected by contact. However, I take comfort in the fact that this case was missed by at least three London dermatologists. Dr. W. N. Goldsmith: In the cases of favus I showed recently I failed on two occasions to find any fungus by direct examination.
The culture was Achorion schoenleinii. Fluorescence was variable.
The President: That was apart from anything being put on them? Dr. Goldsmith: Yes. The President: These were cases of atrophic bald areas? Dr. Goldsmith: Yes, in the mother: the child had no baldness yet. Dr. Louis Forman: Dr. Dowling also thought that Dr. Goldsmith's patient had favus. He demonstrated to me many years ago a rather similar case of atrophic folliculitis which he diagnosed as favus. This was a Turkish woman who had been in this country for some fifteen years.
R. H., a man aged 35. History of two and a half years of small hoemorrhagic spots in the skin and mucouLs membrane of the mouth, together with occasional nose-bleeding. There are pin-headsized, or slightly larger, bluish-red angiomatous tumours dotted about on the cheeks, lower lip, tongue, buccal surface of cheeks, fauces, tonsil, and the skin of the back of the left hand. Some of these have been haemorrhagic, and extravasated blood was seen around the lesion.
Bleeding time, clotting time and capillary resistance test (Hess) were normal; the platelets 160,000 per 5 million red cells (normal).
Family history.-No history of similar trouble obtained. In spite of no known family history this case should be classed in the group of hereditary telangiectasia describe(d by Sutton in 1864, Rendu (1896), Osler (1901), and Parkes Weber (1907), as mentioned by Wintrobe ("Clinical Haematology", 1942, published by Henry Kimpton, London).
Dr. F. Parkes Weber: Although a great many cases of this condition have been shown at various times in London, I think we are greatly indebted to Dr. Whittle for having brought forward this particular case. There are many differences between the different cases, and different cases show special points. Various special points are connected with this case. This is a case of an otherwise perfectly healthy man with cutaneous and mucosal telangiectases and a history of recurrent nose-bleeding. If one examines him fairly carefully one may be absolutely certain that the case is one of this "Osler" type of telangiectasia, because it will be found that under some of the nails, and showing through them, there are also very small (streaky) telangiectases. That combination of telangiectases occurs, as far as I know, in no other disease or syndrome whatever, and no other question need be asked about it in order to make the diagnosis.
A second point is that this patient appears always to have had a tendency to recurrent epistaxis. There are cases of familial epistaxis in which obvious cutaneous telangiectases never develop, and yet from f-amily history *or otherwise one may be sure that they belong to the Osler group. In the present case, if we had seen the patient some years ago, we would have found no obvious telangiectases whatever; he is quite sure about that. He was born with almost congenital epistaxis, but the telangiectasia was also potentially present in the genes of the zygote.
The third point is that the patient tells us that he had on one occasion h.ematuria.
He says that he passed this sanguineous urine after eating many strawberries.
A fourth point is the absence of any history pointing to heredity. Dr. Whittle has the choice of regarding his patient as the first member of the family to manifest this mutational gene disease or he may suppose that there were previous instances of the disease in the family though their existence cannot be ascertained in the ordinary course of auestioning.
Lupus Verrucosus.-P. J. FEENY, M.B. K. C-K., aged 23. Lesion on dorsum of right hand and fingers. History.-Two and a half years ago had amputation above the right knee-joint for tuberculosis of the joint. Tubercle bacilli had been found on aspiration. Eighteen months ago, developed a fungiform warty growth the size of a sixpence over the second right metacarpophalangeal joint. This growth was completely excised and sectioned.
Over a year later the present eruption appeared at the site of the section, and it spread peripherally while tending to clear at the centre. A biopsy was made, and serial sections wvere examined. A large portion of the affected skin was then excised for further investigation. At the suggestion of the pathologist. Dr. W. W. Woods, this was cut into pieces, each piece was embedded in naraffin and sections from each block were made.
Demonstration.-All the above-mentioned sections were shown. Individual endothelial cells and one or two giant-cells of the Langhans' type were present in all the sections. One piece from the middle of the large portion of excised skin vielded sections showing a typical lupus nodule. Such a tubercle system was not seen in aniy of the other sections.
Dr. F. Parkes Weber said that the case was clinically typical. Dr. Feeny, in reply, said that the case was being shown in order to draw attention to the need for a careful laboratory technique. It was unwise to rely on just serial sections from the same block. Although the diagnosis in this case could be made from the preliminary sections, one might easily cut away the whole block without finding what one should find, thereby missing the diagnosis and having no block left.
